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This report is the result of an occupancy survey 

conducted on July 17, 2023, (conditional approval), 

and final approval granted on July 21, 2023, at 

Jefferson Health-Northeast, Torresdale Campus 

which included minor renovations to a Class One 

Imaging Room (Room 2333) and replacement of an 

existing diagnostic imaging unit (Serial Number: 

1784), utilized for inpatients and outpatients 

services. Based on the occupancy survey, it was 

determined the facility was in compliance with all 

applicable requirements of the Pennsylvania 

Department of Health's Rules and Regulations for 

Hospitals, 28 Pa Code, Part IV, Subparts A and B, 

November 1987, as amended June 1998 and the 

current edition of the Guidelines for Design and 

Construction of Hospital and Health Care Facilities.
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